We fully appreciate the study conducted by Vilarinho et al. 1 published in Jornal de Pediatria, as we are in the process of implementing the referred form of asthma treatment in a public emergency room, where more than 33,000 children are treated every year. In this case, acute asthma accounts for 13% of regular visits to a pediatrician. 2 Metered-dose inhalers with or without spacers have been extensively studied in the pediatric population, being a consensus-based approach recommended for the treatment of acute and/or persistent asthma. 3 However, we do not know any public or private emergency room in Curitiba that has established it as a routine practice. After 2) The lack of free and clear consent signed by parents and/or legal guardians may result in legal complications in the future, especially because children aged less than 18 are involved. The verbal authorization and the questions about whether the device was well accepted or not were always targeted at parents. Were the children, at least those who are able to answer such question, interviewed?
LETTERS TO THE EDITOR Treatment of acute asthma in developing countries
Dear Editor,
We fully appreciate the study conducted by Vilarinho et al. 1 published in Jornal de Pediatria, as we are in the process of implementing the referred form of asthma treatment in a public emergency room, where more than 33,000 children are treated every year. In this case, acute asthma accounts for 13% of regular visits to a pediatrician. 2 Metered-dose inhalers with or without spacers have been extensively studied in the pediatric population, being a consensus-based approach recommended for the treatment of acute and/or persistent asthma. 3 However, we do not know any public or private emergency room in
Curitiba that has established it as a routine practice. After
Zar et al. 4 encouraged the use of homemade spacers (using (Brazilian organization that prescribes the standards for research involving human subjects) does not allow the use of an exclusive placebo group in this situation, due to the nonmaleficence principle. However, if the study had been double blind and placebo-controlled, the reliability of results could have been improved. 6 2) The lack of free and clear consent signed by parents and/or legal guardians may result in legal complications in the future, especially because children aged less than 18 are involved. The verbal authorization and the questions about whether the device was well accepted or not were always targeted at parents. Were the children, at least those who are able to answer such question, interviewed?
3) The careful preparation of a research study reduces the possibility of biased results. For that reason, a pilot study is necessary for sample size estimation so as to provide an appropriate statistical power. 7 Today, we seek evidence-based medicine, 8 and not only an approach that mirrors real life, as considered by the author.
4) The groups were homogeneous in relation to the severity of asthma attacks. Why was oxygen supplied only to the NEB group? Could the MDIS group obtain a better performance with oxygen inhalation after salbutamol administration? Would the treatment costs of the NEB group be overestimated due to the use of oxygen?
5) The Wood-Downes score for the classification of the severity of dyspnea and wheezing crisis ranges from 0 to 2 for each evaluated parameter, and was validated by
Paes et al. 9 Is the adaptation of this score in the study of practical value?
We should continuously attempt to find an efficient and The term real life is related to the inclusion of all ages from 0 to 12 years, which represent the ages of patients treated in our emergency room. If we had restricted age, we would be able to use our results only in special cases. This is deliberately also part of the methodology. why we drew up the table used in the referred article, including clinical parameters that indicate lung function involvement (some of which can be found on Wood and Downes score) and oximetry, which is a validated parameter for the study of asthma severity. 6 Our study was developed based on appropriate scientific methodology, as specified in Materials and Methods. As described in the Discussion, the study is preliminary since we use a convenience sample, without previous sample calculation, due to the paucity of studies in the literature that use a similar methodology, which could be used as a basis for sample size calculation; now, our study can provide other studies with a sound basis for this calculation should there be any interest in extending this line of research.
We express our strong disapproval of the derogatory Second, while the deleterious effects of cocaine, amphetamines, and opioids on the mother and the fetus are more pronounced and easier to detect, the addiction to tobacco, ethanol and caffeine is usually subtle and more difficult to diagnose. 2 As a result recreational use of tobacco in pregnancy may continue undetected, significantly effecting pregnancy outcome and lactation.
Third, approximately 80% of women who smoke before pregnancy continue to smoke when pregnant. 2 Low cigarette consumption prior to pregnancy is the best predictor for smoking cessation in pregnancy.
Fourth, the majority of patients with a history of drug use in pregnancy (including tobacco) deny it when interviewed by primary care physicians, obstetricians and/ or neonatologists. 3 Fifth, risk factors suggesting tobacco use in pregnancy include lack of prenatal care, respiratory complications and history of premature labor.
A high index of suspicion for tobacco (as well as other social and illicit drug) use in pregnancy, combined with non-judgmental questioning of every parturient is therefore necessary.
Smoking in pregnancy: a bigger problem than you think
